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Case Management Service  

Standard Operating Procedures  
 
The service of Case Management (CM) falls under the Information & Service 
Assistance category, is a mandatory service and is a highlighted below.  The 
subcategories of Family Caregiver Case Management and EAPA Assessment & 
Intervention follow the general category of CM.  
 

 
 
OAA Case Management Service  
 
Purpose  
To assist clients in coordinating the use of the long - term living continuum which 
ranges from the independent access of congregate services to the delivery of support 
services in the home or through facility - based care for the clients served  
 
Functions  
¶ Person Centered  
¶ Interactive, personal interview and assessment of needs  
¶ Developing care plans consistent with assessment  
¶ To the maximum extent possible, allows consumers to make informed choices 

based on their preferences, strengths and values  
¶ Authorizing and arranging series  
¶ Coordinating the provision of services among providers  
¶ Monitoring and reassessment

http://www.iowaaging.gov/
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Staffing  
¶ ˲ ̙̖̝̠̣̓̒̔Я̤ ̖̘̣̖̖̕ ̟̚ ̥̙̖ ̙̦̞̟̒ ̧̤̖̣̖̤̔̚ ̗̖̝̚̕ ̟̝̦̟̘̔̚̕̚˝ ̦̥̓ ̟̠̥ ̝̞̥̖̚̚̕ ̥̠˝ ̤̠̝̔̒̚ ̨̠̣̜˝ 

sociology, special education, rehabilitation counseling, and psychology.  
¶ ˲̟ ̤̤̠̥̖̒̔̒̚Я̤ ̖̘̣̖̖̕ ̟̒̕ ̨̥̠ ̪̖̣̤̒ ̠̗ ̗̦̝̝- time equivalent work experience in a 

human ser vices field involving direct contact with service to people in overcoming 
social, economic, psychological or health problems.  

¶ A license as a registered nurse in Iowa  
 
Consumer Eligibility  
¶ Resides in Iowa  
¶ Aged 60 or older  
¶ In need of case management services based on a standardized assessment of needs  

 
Definition  
A service provided to an older individual, at the direction of the older individual or a family 
member of the individual:  
¶ By an individual who is trained or experienced in the case management skills that are 

required to deliver the services and coordination described in subparagraph; and  
¶ To assess the needs, and to arrange, coordinate, and monitor an optimum package of 

servic es to meet the needs, of the older individual; and  
Includes services and coordination such as Э  
¶ Comprehensive assessment of the older individual (including the physical, 

psychological, and social needs of the individual);  
¶ Development and implementation o f a service plan with the older individual to mobilize 

the formal and informal resources and services identified in the assessment to meet 
the needs of the older individual, including coordination of the resources and services Э  

o With any other plans that e xist for various formal services, such as hospital 
discharge plans; and  

o With the information and assistance services provided under the Older 
Americans Act;  

¶ Coordination and monitoring of formal and informal service delivery, including 
coordination and m onitoring to ensure that services specified in the plan are being 
provided;  

o Periodic reassessment and revision of the status of the older individual with Э  
o The older individual; or  
o If necessary, a primary caregiver or family member of the older individual; and  
o In accordance with the wishes of the older individual, advocacy on behalf of the 

older individual for needed services or resources.  
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Length of Time  
¶ Over 90 days to  long term  

 
 
Process Flow  
Appendix I 
 

 
 
 
Follow Up Requirements  
¶ Monthly monitoring of consumers via telephone or face - to - face with documentation  
¶ Quarterly face - to - face visits.  
¶ Annual face - to - face reassessment based on assessment more frequently if required.  

 
Performance Measure  # 1 
¶ Percentage of Case Management cases closed because case management service 

was no longer needed.  
 

WellSky Instructions  
 
Performance data comes from the completed WellSky CM Discharge Care Enrollment Reason  
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Performance Measure  #2  
¶ Average number of months a Case Management consumer experiencing independent 

living impairments is able to remain safely at home prior to transitioning to facility.  
 
WellSky Instructions  
 
Performance data comes from the completed WellSky CM Discharge C are Enrollment Start 
and End Dates  
 

 
 
Case Management Care Enrollments  
 
CM Referral  
 

1. Click Add New in the Care Enrollments section of the consumer record.  

 
2. Select Case  Management as Level of Care and CM Referred as the Service Program  
3. Set Status as  CM Referred  
4. Set Start Date as the date of the CM Referral  
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5. Click OK to save and close the Care Enrollment  
6. Remember to Save Client Record  

 

               
 
CM Admitted  
 

1. Click Add New in the Care Enrollments section of the consumer record.  

 
2. Select Case  Management as Level of Care and CM Admitted as the Service Program  
3. Set Status as  CM Admitted  
4. Set Start Date as the date of the CM Admission  
5. Click OK to save and close the Care Enrollment  
6. Remember to Save Client Record  

 
  

NOTE:  For CG Case Management the 
Caregiver and Care Recipient should also 
be enrolled in FC Referred. 

NOTE:  For CG Case Management the 
Caregiver and Care Recipient should also 
be enrolled in FC Admitted. 
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CM Discharged  
 

1. Click Add New in the Care Enrollments section of the consumer record.  

 
2. Select Case Management as Level of Care and CM Discharged as the Service Program  
3. Set Status as  CM Discharged  
4. Select Reason for the CM Discharge  
5. Set End Date of the CM Admitted care enrollment to CM Discharged date  
6. Set Start Date of C M Discharged as the date of the CM Admitted  
7. Set End Date of the CM Discharged care enrollment to CM Discharged date  
8. Click OK to save and close the Care Enrollment  
9. Remember to Save Client Record  

 

 
 
CM Assessment Service Form  
 

1. Click the Assessments  link found in the Consumer Record.   

2. Click Add New  on the assessment toolbar.  

 

 
 

3. Select the Assessment Form .  

4. Select the appropriate Care Program  / Agency, and/or  Provider  performing the 
assessment.  
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5. Enter the  Date of Assessment  to reflect when the assess ment was performed (if it is 
̗̗̖̣̖̟̥̕̚ ̗̣̠̞ ̥̠̪̒̕Я̤ ̥̖̒̕˚˝ ̟̒̕ ̤̖̥ ̥̙̖ Next Assessment Date  if a reassessment is 
due.  

6. Click OK. 

   
 
 
CM Ca re Plans  
 
1. Select Care Plans then  select Add New.  
 
 
 
 
 
2.  Enter the appropriate Care Plan information.  
 
 
 
 
 
 
 
 
3. Complete the Service Plan  ans Goals area of the Care Plan  
 
 
 
 
 
 

 

 

 

NOTE:  For CG Case Management the 
Iowa_Caregiver_AssessementSFY20 should be used 

NOTE:  See CM WellSky User 
Guide for additional information 
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CM Case Notes  
 
In Wellsky CM Case Notes are entered under Activities & Referrals. Journals can be used in 
addition to Activities & Referrals at the AAA discretion.  
 
The Activities & Referrals is added through the consumer record.  
 

1. In the Consumer Record toolbar, click Activities & Referrals then Add New.  

 
 

2. Complete the areas in Red Box Below.  
 

 
 
File Attachments  
 
 
 
 
 
 
 
 
 
 
 

 

 

Examples of File Attachments 
 

¶ Consumer Signature Page 

¶ Release(s) of Information 

¶ Legal Representative Documents 
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Service Deliveries  
 
All CM Service  deliveries shall be entered as Case Management under the CM Admitted Care 
Enrollment.  
 

1. Select Service Deliveries then  select Add New.  
 

 
 
2. The Service Delivery screen is displayed. Enter complete date in Red Boxes The 
Calender feature may be used at AAA discretion.  
 

 
 
 
End of WellSky Instructions  
 
 
Family Caregiver Case Management Service  
 
Purpose  
To provide the individual with current information on opportunities and services available 
within the communities, including information relating to assistive technology.  
 
Functions  
¶ Person Centered  
¶ Interactive, personal interview and assessment of needs  
¶ Developing care plans consistent with assessment  
¶ To the maximum extent possible, allows caregivers to make informed choices based on 

their preferences, strengths and values  
¶ Authorizing and arranging series  
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¶ Coordinating the provision of services among providers  
¶ Monitoring and reassessment  

 
Staffing  
¶ ˲ ̙̖̝̠̣̓̒̔Я̤ ̖̘̣̖̖̕ ̟̚ ̥̙̖ ̙̦̞̟̒ ̧̤̖̣̖̤̔̚ ̗̖̝̚̕ ̠̣ 
¶ ˲̟ ̤̤̠̥̖̒̔̒̚Я̤ ̖̘̣̖̖̕ ̟̚ ̥̙̖ ̙̦̞̟̒ ̧̤̖̣̖̤̔̚ ̗̖̝̚̕ ̟̒̕ ̨̥̠ years of employment in 
̟̗̠̣̞̥̠̟̒̚̚ ̟̒̕ ̣̖̗̖̣̣̝̒ ̡̠̤̥̠̟̤̚̚˝ ̨̙̙̔̚ ̞̪̒ ̖̓ ̤̦̤̥̥̦̥̖̓̚̕ ̗̠̣ ̒ ̙̖̝̠̣̓̒̔Я̤ ̖̘̣̖̖̕˟  

¶ Three years of prior employment in information and referral positions.  
¶ A family caregiver specialist shall possess and maintain a current Certific ation for 

Information and Referral (I&R) Specialists in Aging (CIRS - A) from the Alliance of 
Information and Referral Systems at the time of employment or contract  

 
Consumer Eligibility  
¶ Family caregivers of older individuals  
¶ Family caregivers of individuals  with disabilities who are aged 18 or older  

 
Definition  
A service provided to a caregiver, at the direction of the caregiver:  
¶ By an individual who is trained or experienced in the case management skills that are 

required to deliver the services and coordination described in subparagraph; and  
¶ To assess the needs, and to arrange, coordinate, and monitor an optimum package of 

servic es to meet the needs, of the caregiver; and  
Includes services and coordination such as Э  
¶ Comprehensive assessment of the caregiver (including the physical, psychological, 

and social needs of the individual);  
¶ Development and implementation of a service pl an with the caregiver to mobilize the 

formal and informal resources and services identified in the assessment to meet the 
needs of the caregiver, including coordination of the resources and services Э  

o With any other plans that exist for various formal serv ices; and  
 

Length of Time  
¶ Over 90 days to  long term  
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Process Flow  
Appendix J 

 
 
Follow Up Requirements  
¶ Monthly monitoring of consumers via telephone or face - to - face with documentation  
¶ Quarterly face - to - face visits  is a best practice  
¶ Annual face - to - face  reassessment based on assessment more frequently if required.  

 
Performance Measure(s)  
¶ Percentage of Caregiver consumers indicating caregiver counseling, and/or respite 

and/or FC case management services allowed them to maintain their caregiver role.  
 
Well Sky Instructions  
 
Complete the Family_Caregiver_Per for mance assessment in WellSky when indicated by 
program requirements.  
 
Family  Caregiver  Perf or mance  Assessment Form  

1. Click the Assessments  link found in the Consumer Record.   

2. Click Add New  on the assessment toolbar.  
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3. Select the Family  Caregiver  Perf or mance Assessment Form .  

4. Select the appropriate Care Program  / Agency, and/or  Provider  performing the 
assessment.  

5. Enter the  Date of Assessment  to reflect when the assessment was performed (if it is 
̗̗̖̣̖̟̥̕̚ ̗̣̠̞ ̥̠̪̒̕Я̤ ̥̖̒̕˟ 

6. Click OK. 

 
 
 
Linking Family Caregiver / Care Recipients  
 
When OC Options Counseling is provided, the Family Caregiver and Care Recipients should 
both have the required Family Caregiver enrollments and the Caregiver/Care Recipient 
linked.  
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End of WellSky Instructions  
 
 
EAPA Assessment & Intervention Service  
 
Purpose  
¶ To carry out activities for intervention in, investigation of, and response to elder abuse, 

neglect, and exploitation including financial exploitation  
 
Functions  
¶ Respond to reported concerns of older Iowans who are at risk of, or experiencing, abuse, 

neglect or financial exploitation;  
¶ Network and coordinate community resources to respond to the needs of the targeted 

population;  
¶ Collaborate and be a resource for case managers, physicians, law enforcement, county 

attorneys, DHS, domestic violence agencie s and community providers; and  
¶ Locally increase public awareness on elder abuse issues.  

 

Note: Make sure Federal is selected. 
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Staffing  
¶ EAPA Designated Coordinator -  ˲ ̙̖̝̠̣̓̒̔Я̤ ̖̘̣̖̖̕ ̟̚ ̒ ̙̦̞̟̒ ̧̤̖̣̖̤̔̚ ̗̖̝̚̕ ̟̒̕ ̒ 

minimum of four years of experience in a human services and gerontology fie ld.  
¶ EAPA Staff Member  -  minimum of two years of experience in the human services field  

 
Consumer Eligibility  
¶ Resides in Iowa  
¶ Aged 60 or older  
¶ Does not live in, or is within 30 days of discharge from, a nursing facility  
¶ In need of case management services based on a standardized assessment of needs  
¶ May reside in an Assisted Living Program  
¶ At risk for or experiencing abuse, neglect, self - neglect, or exploitation  

 
Definition  
Provision of a service to an EAPA consumer that is either at risk of or experiencing abuse, 
neglect, or financial exploitation and entails:  
a)  One - on - one discussions identifying what is important to the person and for the person 

with the consideration of dignity of risk;  
b)  Administration of standardized assessment tool to identify existing imp airments, situations, 

and to balance the identified service and resource options to achieve healthier and safer 
outcomes;  

c)  Advocacy, counseling, case documentation, and person centered intervention plan that 
defines services and assistance to address ident ified needs, timelines, and providers;  

d)  Inter - agency case coordination and service provision;  
e)  Ongoing follow - up and reassessment;  
f)  Evaluation of outcomes; and  
g)  Case closure planning.  
 
An EAPA Consumer is an individual age 60 or older who is at risk of, or  experiencing abuse, 
neglect, or financial exploitation and does not reside in a long - term care facility.  They may 
live in independent living or an assisted living program.   
 
If the EAPA Consumer has a legal representative, this same process is followed after 
documents proving this relationship is provided.  If documentation is not provided, the 
relationship is not recognized.   
 
Length of Time  
¶ Up to 18 months  
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Process Flow  
Appendix K 
 

 
 
Follow Up Requirements  
¶ A face - to - face  consumer reassessment every six months or whenever there is a 
̤̘̟̗̟̥̔̒̚̚̚ ̙̟̘̖̔̒ ̟̚ ̥̙̖ ̠̟̤̦̞̖̣̔Я̤ ̡̙̪̤̝̔̒̚ ̙̖̝̥̙̒˝ ̞̖̟̥̝̒ ̙̖̝̥̙̒˝ ̖̠̟̠̞̔̔̚ ̤̥̥̦̤̒˝ 
or risk status.  

 
Performance Measure(s)  
¶ Percentage of EAPA Assessment & Intervention consumer cases closed with EAPA 

services no longer needed.  
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WellSky Instructions  
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
End of WellSky Instructions  
 
Legal Representative Documentation  
 
If a consumer has a  legal representative, the legal representative shall provide appointment 
papers, a court order, or power of attorney documentation within 72 hours of being requested. 
̙̖̅ ̝̖̘̝̒ ̡̧̣̖̣̖̤̖̟̥̥̖̒̚Я̤ ̤̘̟̥̦̣̖̒̚ ̤̙̝̝̒ ̖̓ ̠̥̟̖̓̒̚̕ ̠̟ ̥̙̖ ̤̤̖̤̤̞̖̟̥̒ ̟̒̕ ̣̖̝̖̤̖̒ ̖̗̓ore 
the consumer receives services.  
 
If there is suspicion of abuse, neglect, exploitation or self - neglect of an older individual and 
the legal representative will not permit access to the older individual, the contractor shall:  
¶ Make oral and written reports to the department of human services and local law 

enforcement pursuant to Iowa Code section 235B.3; and  
¶ Notify the judge in probate for the county in which the guardianship or conservatorship 

was filed by certified letter within five (5) days of th e denial of access. The notification 
shall detail concerns and potential consequences of the ̘̦̣̟̒̒̕̚Я̤ ̠̣ ̧̠̟̤̖̣̥̠̣̔̒Я̤ 
action or inaction that appears not to be in the best interest of the older individual.  

¶ Make a referral to the Office of Public Guardi an, Iowa Department on Aging.  

Note:  Once an Assessment & Intervention Plan is completed, all communication related to the strategy 
identified in the Intervention Plan is coded as άEAPA Assessment & Interventionέ 

¶ Medical Providers 

¶ HCBS Providers 

¶ Legal Providers 
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WellSky Instructions  
 
EAPA Assessment Service Form  
 
1. Select Assessments.  
 
 
 
 
 
2. If there are no Assessments  in the grid select Add New.  
 
 
 
 
 
3. If there are Assessments  in the grid, highlight the most recent Assesssment   select Copy . 
 
 
 
 
 
 
 
 
4. Enter Assessment & Intervention in the Comments Section.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 



 
 

CM - 18 
 

5. Complete the Assessment.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EAPA Intervention Care Plans  
 
4. Select Care Plans then  select Add New.  
 
 
 
 
 
 
 
5.  Enter the appropriate Care Plan  information.   
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

Start Date of Care Plan is the 
same date as the assessment. 


